1045 50 mg twice daily was started in April 1976 after urine sterilisation. No side effects were noted, and his renal function remained normal. However, 10 weeks later he developed crystalluria, with small irregular bright purple crystals, despite an excellent fluid intake. After two days the crystals blocked his Silastic urinary catheter and he required repeated bladder lavage. Nitrofurantoin, his only medication during the 10 weeks, was stopped, and the crystalluria disappeared within four days. Analysis showed a sterile urine with acidity 12 x 103 nmol/l (pH 4-9). The crystals showed solubilities typical of nitrofurantoin, and ultraviolet spectrophotometry2 identified substantial quantities of nitrofurantoin in the crystals, with calcium and magnesium also present.
Case 2
After a transurethral resection for benign prostatic hypertrophy a 75-yearold man developed urinary incontinence requiring a permanent indwelling catheter. In the next six months he developed repeated urinary tract infections. After urine sterilisation prophylactic nitrofurantoin 50 The patient was treated with humidified oxygen, ampicillin 500 mg sixhourly by mouth, and domiphen bromide lozenges. For 11 hours his condition remained unchanged, then rapidly deteriorated over half an hour with increasing stridor, altered level of consciousness, shock, and central cyanosis. A large, red, swollen epiglottis was noted and he was immediately given 200 mg hydrocortisone, 500 mg ampicillin, and 500 mg cloxacillin intravenously. An emergency tracheostomy was performed and he was transferred to the intensive care unit.
The throat swabs grew Haemophilus influenzae sensitive to ampicillin, and this and hydrocortisone were therefore continued in full therapeutic doses. Oxygen pressure remained low (62-74 mm Hg) the first day after tracheostomy, probably due to pneumonia. The epiglottis rapidly returned to normal, and the patient was extubated on the fifth day after admission. He was discharged on the ninth day, and 20 days later was fit with a well-healed tracheostomy scar.
Discussion
Epiglottiditis differs from other respiratory tract infections in often causing rapidly progressive or abrupt airways obstruction,4 which may occur within two hours of onset.2 Acute epiglottiditis rarely leads to respiratory obstruction in adults, however, because of the larger larynx, smaller amount of loose mucosa, and more spatular shape of the epiglottis.5 It is more common in men aged under 451 and may be more frequent in winter and in polluted atmospheres.2 Sore throat and dysphagia may be present for up to four days before obstruction occurs.3 The degree of shock and prostration seems to be out of proportion to the severity of the infection. Signs of respiratory distressnamely, increasing dyspnoea, cyanosis, and stridor-may be followed by death from respiratory obstruction within six hours.3
The commonest causative organism in adults is H influenzae, followed in decreasing order of frequency by group A 3-haemolytic streptococci, Staphylococcus aureus, and pneumococci. 
